Kikuchi-Fujimoto disease (KFD) is an uncommon clinicopathological entity characterized by fever and lymphadenopathy, predominantly involving cervical lymph nodes, accompanied by chills and leukopenia. The diagnosis relies primarily on the presence of typical morphological features in the swelling lymph nodes. KFD can occur as a benign and self-limiting lymphadenopathy, but it can sporadically precede, postdate or coincide with the diagnosis of systemic lupus erythematosus (SLE). The authors report a case of subacute cutaneous lupus erythematosus (SCLE) in a 42-year-old female preceded by prolonged fever, anemia, leukopenia, and cervical necrotizing lymphadenopathy. About two months later, the patient developed facial and scalp plaques suggestive of lupus skin disease. Histologic and immunologic investigations lead to the diagnosis of SCLE. It is not clear whether KFD associated with lupus skin disease are true KFD or a histopathologic feature of SLE.
Introduction
Kikuchi-Fujimoto disease (KFD) or histiocytic necrotizing lymphadenitis is a rare, benign, and self-limited disorder characterized by regional cervical lymphadenopathy, mild fever, and night sweats. It has a worldwide distribution, with higher prevalence among young Asian females [1] . Recognition of KFD is crucial especially because it can be mistaken for lymphoma, tuberculosis or even, for carcinoma. Prognosis is favorable with spontaneous recovery occurring in 1 to 4 months. Treatment is symptomatic and includes analgesicsantipyretics, non-steroidal anti-inflammatory drugs and, rarely, corticosteroids.
KFD can occur isolated, or associated with severe and autoimmune diseases including mixed connective tissue diseases and systemic lupus erythematosus (SLE). In particular KFD can precede, postdate or coincide with the diagnosis of SLE [2] . Here we report a case of necrotizing lymphadenitis preceding the occurrence of subacute cutaneous erythematosus lupus (SCLE) in a 42-year-old woman. 38-month follow up the patient is free of skin and systemic symptoms. Now she is taking hydroxychloroquine 400 mg/ day. Laboratory investigations are all within normal value, except for persistent complement deficiency in C3 and C4.
Discussion
The Some histological findings, such as the presence of hematoxylin bodies, prominent plasma cells and neutrophils support the diagnosis of LL [6] . However histology alone may be not enough to distinguish between KFD and LL [7] .
When KFD occurs with skin involvement, there are two major possibilities. The first one is a SLE with cutaneous and lymph-node involvement, mainly if histopathology of skin lesions show interface dermatitis [8] . In this case KFD may in fact be a histopathologic characteristic of SLE supporting the hypothesis that KFD is a rare manifestation of SLE [3] . The second one is benign, self-limited KFD with transient cutaneous involvement. Extra-nodal involvement in KFD is uncommon; skin manifestations are observed in 5-30% of patients [9] . Various skin lesions, such as urticaria-like erythematous papules, nodules, plaques, and indurate lesions, have been reported. In addition, also lupus-typical skin manifestations, as malar rash and photosensitivity, have been observed [10] . In such cases, histopathology of skin lesions usually show lymphohistiocytic infiltrates accompanied by non-neutrophilic karyorrhetic debris, similar to those observed in the involved lymph nodes.
In our patient a necrotizing lymphadenitis preceded the onset of lupus skin disease. The lymph node biopsy showed extensive necrosis suggesting the possibility of LL, however aggregates of nuclear debris or so-called hematoxylin bod-
